Attention disorders in schizophrenia are manifested in two different ways. On the one hand, the schizophrenia patient tends to keep a learned response even after it ceases to be relevant (perseveration). On the other hand, the schizophrenia patient tends to replace an adaptive response without being given a reason to do so (overswitching). In the present study, overswitching was investigated in relation to latent inhibition (LI), which is the normal ability to ignore nonrelevant stimuli. A new tool-the Combined Attention Test-was used for this purpose in a group of 41 unmedicated schizophrenia patients, divided into subgroups of patients with predominantly positive and negative symptoms, and 24 normal controls. The results show that positive schizophrenia patients, who exhibited high levels of overswitching, also revealed impaired LI, while the negative schizophrenia group, as well as normal controls, exhibited intact LI. These findings suggest that overswitching is a specific attention deficit in positive schizophrenia. We discuss the possibility that impaired LI is a consequence of overswitching and comment on the putative neurophysiology.
Schizophrenia is characterized by deficits in attention (Bleuler 1911; Kraepelin 1919; Shakow 1962; McGhie and Chapman 1961; Garmezy 1977; Matthysse et al. 1979) , and it has been claimed that these attention deficits are related to dysfunctional brain systems that underlie the pathophysiology of the disease (Robbins 1990; Norman et al. 1997) . The characteristic symptoms of the attention deficits include perseveration (Cromwell and Dokecki 1968; Goldman et al. 1991 Goldman et al. , 1992 , overswitching (Salzinger 1973 (Salzinger , 1983 Frith and Done 1983, 1989) , and inability to ignore irrelevant stimuli (Solomon et al. 1981; Anscombe 1987; Lubow et al. 1987) . In addition to attention deficits, schizophrenia manifests various symptoms that are conventionally divided into positive and negative categories. This division, based on Jackson's (1932) analysis of neuropathology, is derived by comparison to normal behavior: schizophrenia of the positive type manifests behaviors that are uncharacteristic of normative behavior-hallucinations, delusions, logorrhea, and phonemic associations. Schizophrenia of the negative type is characterized by a reduction of what is found within normative behavior-flat affect, emotional regression, difficulties in abstract thinking, poverty of thought and speech, and reduction in spontaneity (Crow 1980 (Crow , 1982 Andreasen and Olsen 1982; Kay et al. 1987) . Reinolds (in Berrios 1985) introduced the concept of positive and negative symptoms in 1857 by reference to neurological disorders. Jackson (1932) developed these concepts and extended their use under the influence of the Darwinistic theory to a general hierarchical model of the nervous system. He argued that negative symptoms result from the loss of higher order brain functions, which in turn causes disinhibition of lower order functions, resulting in positive symptoms. This logic suggests that the patterns of attentional deficits may well be different in the positive and the negative types of schizophrenia.
Overswitching is denned as the tendency to change an appropriate response without a good reason and is considered the opposite of a perserveration or stereotypy. Both can be observed in animals as well as in humans and have therefore served an important role in the development of animal models of schizophrenia-most notably, those based on the administration of the psychotomimetic drug amphetamine (Ridley et al. 1979; Robbins and Everitt 1982; Weiner 1990 ). Bleuler (1911) ascribed to stereotypic responses cardinal importance in the understanding of schizophrenia symptoms, whether motor, cog-nitive, or motivational. Later writers (Schneider 1959) emphasized the occurrence of these phenomena in schizophrenia alongside positive symptoms such as hallucinations, delusions, and cognitive disturbances. Salzinger (1983) has put forward the immediacy theory to explain positive symptoms, including overswitching, by one basic kind of deficit. According to this theory, the behavior of the schizophrenia patient tends to be controlled by a single stimulus that is present in the environment, irrespective of context. If the patient's reaction to a certain stimulus is produced in the presence of additional stimuli, it is the stimulus closest to the behavioral output that will control the patient's response. As long as the patient is under the control of the immediate stimulus, other stimuli become masked and lose their ability to modulate behavior. Consequently, the schizophrenia patient lacks the ability to maintain the consistency of a cognitive set (Salzinger 1983, p. 245) . This may explain positive symptoms as responses to stimuli out of their context. For example, it has been suggested that hallucinations may be the result of focusing attention on random details of the environment (Hemsley 1987; Frith and Done 1989) . Positive symptoms, such as hallucinations, are probably related to impaired self-monitoring, a cognitive function that seems to be mediated by the prefrontal cortex and its hippocampal link, through the prehippocampal and cingulate cortices (Frith and Done 1988) . Overswitching has also been proposed to be related to the dysfunctions of the temporal lobe (Liddle 1987) , including the hippocampus and the amygdala (Squire and Butters 1983) . All of the above regions are modulated by the dopaminergic system (Guretal. 1990).
The inability to ignore irrelevant stimuli is considered one of the central attentional deficits in schizophrenia (Nuechterlein and Dawson 1984; Mirsky and Duncan 1986; Anscombe 1987) . Accordingly, schizophrenia patients have been found deficient in a number of experimental paradigms that assess the capacity to ignore irrelevant or redundant stimuli. The best known of these are latent inhibition (LI; Lubow 1973; Lubow et al. 1982 ) and Kamin blocking (Kamin 1968) . LI refers to the deleterious effects of repeated inconsequential exposure to a stimulus on the subsequent capacity of this stimulus to signal a significant target event; it is considered to reflect reduced salience of or reduced attention to the preexposed stimulus (Lubow 1973 (Lubow , 1989 . Typically, LI is demonstrated in a two-stage paradigm. In the first, preexposure stage, one group of subjects (preexposed [PE] ) is repeatedly exposed to a stimulus that has no consequences while performing a task. The second group (non-preexposed [NPE] ) is treated identically without being exposed to the stimulus. In the second stage, both groups are required to identify the stimulus as predictive of a crucial facet of the task.
Because LI can be measured using almost identical procedures in animals and humans, and reflects an operation of analogous processes in both groups (Lubow and Gewirtz 1995) , much effort has been invested in the investigation of this phenomenon. It was shown that LI is disrupted in rats treated with the dopamine releaser amphetamine (e.g., Killcross et al. 1994; Bakshi et al. 1995; Gosselin et al. 1996; Moran et al. 1996; Weiner and Feldon 1997) . These agents were also found to produce and exacerbate positive schizophrenia symptoms (Snyder 1973; Angrist et al. 1974 Angrist et al. , 1980 Janowsky and Davis 1976; van Kammen et al. 1982; Lieberman et al. 1984 Lieberman et al. , 1987 .
In line with clinical pharmacology, antipsychotic drugs (APDs) that are effective in the treatment of amphetamine-induced psychosis and schizophrenia reverse amphetamine-induced LI disruption (Solomon et al. 1981; Warburton et al. 1994; Gosselin et al. 1996; Weiner et al. 1996) . Given on their own, APDs potentiate LI in rats and humans (Feldon and Weiner 1991; Shadach et al. 1999; McCartan et al. 2001) . These findings have pointed to a strong link between disrupted LI and some dopaminergic hyperfunction. An extension of LI research to humans has supported such a link by showing that amphetamine-treated normal humans, like amphetaminetreated rats, fail to ignore the preexposed stimulus (Thornton et al. 1996; Salgado et al. 2000) . Also, LI was found to be disrupted in acutely psychotic schizophrenia patients who were tested within the first weeks of the current episode of illness or who were in an acute phase of an otherwise chronic disorder (Baruch et al. 1988; Lubow et al. 2000; Rascle et al. 2001) . Weiner (1990) proposed that the manifested LI impairment is caused by a failure in output processing (response modulation during the test stage) more than by unsuccessful input (during the nonreinforced preexposure stage), which is in line with the general conception of schizophrenia as an output disorder (Broen 1968; Marshall 1973; Hemsley 1976; Russel et al. 1980; Frith and Done 1988; Stirling et al. 1998) . She claimed that the mechanism that generates the LI impairment is, in fact, overswitching-namely, excessive tendency to respond according to the immediate demands of the test situation.
The present work attempts to examine the covariation between LI and overswitching in schizophrenia patients of both the positive and the negative types. To do this, we developed a specific computerized test that taps into both phenomena through a single task. The new procedure is based on a simplified version of the Wisconsin Card Sorting Test (WCST; Heaton 1993), which was found effective in identifying attention deficits in brain-damaged patients. LI was obtained by superimposing upon the card-sorting task an auditory signal that is either relevant (PE group) or irrelevant (NPE group) to the main task. Previous studies with this procedure-the Combined Attention Test (CAT)-have established its adequacy for assessing attention in the normal population, schizophrenia patients (Yogev et al. 2003) , and brain-damaged subjects (Felder et al. 1997 ).
Methods
Subjects. Sixty-five volunteers participated in this study; their ages ranged from 18 to 57 years (mean = 34.71, standard deviation [SD] = 10.36). Twenty-four subjects from the hospital's staff formed the control group. Fortyone hospitalized patients diagnosed with schizophrenia according to DSM-TV (APA 1994) comprised the research group. The subjects' demographic profiles are presented for each experimental group in table 1. Two more patients had been referred for research but did not complete the experiment. All subjects were drug-free, had no history of alcohol or drug abuse, and had not received treatment with electroconvulsive therapy or psychiatric or neuroleptic medication for at least 4 weeks prior to current hospitalization. The admitted patients had stopped their medical treatment themselves at some point in the past and were tested on the research tasks prior to the renewal of medical treatment. The absence of pharmacological side effects was verified by clinical questionnaires of involuntary movements: akathisia (Barnes 1989) , extrapyramidal signs (Angus and Simpson 1970) , and parkinsonism (Webster 1968) . In addition, reports by patients and family members helped to establish the patients' state. Those suffering from pharmacological side effects were not referred to the study.
The 41 participants diagnosed with schizophrenia were divided into positive and negative schizophrenia groups. This was done by an expert interviewer using the Positive and Negative Syndrome Scale (PANSS) questionnaire (Kay et al. 1987) , following a psychiatric interview. The questionnaire comprises 30 questions, which cover 30 different groups of symptoms. Seven of the questions assess the positive syndrome and include symptoms such as hallucinations and disorganized thinking. Seven other questions assess the negative syndrome and include symptoms such as flat affect, social withdrawal, and difficulties in abstract thinking. The remaining 16 questions form a General Psychopathology Scale (GPS), which evaluates the severity of the patient's illness. Another evaluation of the severity of the disease comprised 18 questions that form the Brief Psychiatric Rating Scale (BPRS; Overall and Gorham 1962) . Twenty-eight patients were found by the PANSS to suffer from high positive symptoms ( The small number of patients in the negative group was due to contingent rates of admission: no other unmedicated patients with predominantly negative symptoms were admitted to the participating hospitals throughout the research period. The basic patients' variables are shown in table 1. No significant difference was found between the positive and negative groups in the number of previous hospitalizations (F = 0.013, df = 1, p < 0.91). A significant difference was found among the groups on the variables of age (F = 7.0; df= 2,65; p < 0.01) and education (F = 21.5; df = 2,65; p < 0.001). Therefore, these variables were entered into the model in each of the statistical analyses as covariates. This procedure normalized the value of the means such that, for both groups, mean education was 12.45 and mean age was 34.71. Data related to patients' performance on the psychopathology questionnaire are presented in table 2. No significant difference was found between the positive and negative groups in their GPS scores (mean = 48.29, SD = 10.6). The severity of the disease as measured by the BPRS was significantly higher for positive than for negative patients (mean = 41.0, SD = 10.8; F = 20.5, df= \,p < 0.00).
Subjects were divided into six experimental groups: (1) 16 positive schizophrenia patients who were preexposed to random sound (POS PE); (2) 12 positive schizophrenia patients who were not exposed to random sound (POS NPE); (3) 6 negative schizophrenia patients who were preexposed to random sound (NEG PE); (4) 7 negative schizophrenia patients who were not exposed to random sound (NEG NPE); (5) 12 normal control subjects who were preexposed to random sound (NORMAL PE); and (6) 12 normal control subjects who were not exposed to random sound (NORMAL NPE).
CAT. Four stimulus cards, different either in shape (trapezoid, hexagon, rectangle, or rhombus) or color (blue, green, red, or purple [see original version of the test for color image]), are simultaneously displayed on a color computer screen, at the center of which is a counter (figure 1) . The subject is instructed to identify which of the four stimuli is the correct response, according to shape or color (referred to as "dimensions" of stimuli). Four keyboard keys, numbered from one to four, are used to indicate card choice. If the subject presses the correct answer, the counter at the screen center blinks and the number increases by one. If the subject selects a wrong answer, nothing happens: the counter does not blink and the number does not change. Each time a button is pressed, the picture on the screen changes. The shapes and colors of the four stimulus cards appear each time in a different order, and the subject is instructed to continue finding the correct answer. In each series, there are 32 different trials, and the correct answer remains constant throughout the series. A series changes either when the subject understands the criterion (i.e., responds with between five and seven consecutive correct answers) or after all 32 trials. The precise instructions for the CAT appear in the appendix.
Procedure. Each subject read and signed (after verifying comprehension) a consent form for participation in the study. An expert clinical psychologist or psychiatrist interviewed the patients and checked the selection criteria. The interviewer completed the PANSS questionnaire, and then the experiment took place in a quiet room. It lasted about an hour. The WCST and the CAT were administered to the subjects in random order, and subjects could take a short break when they felt they needed one. The instructions were read to the subject, and a trial run was performed. Further explanation was given if necessary. The experiment was conducted in two phases. The first was the preexposure phase, which included two subject groups: one was exposed to sound stimuli that were irrelevant to the performance of the task (PE group); the second group was not exposed to sound stimuli (NPE group). The second 
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In front of you thete is a screen divided into (our squares Each square has a number In each square there is a picture Press Enter was the learning phase and was identical for all subjects. Fifteen series of the CAT were presented to each subject, 5 in the preexposure stage and 10 in the learning stage. The PE subjects heard a sound via the PC speakers at random intervals. The NPE subjects were not exposed to sounds at this preexposure stage. At the learning stage, all subjects were exposed to a sound just prior to the beginning of each series, so the sound effectively marked the beginning of a new series. Analysis of subjects' performance was based on the following measures.
Overswitching measures. Switching measures assumed that the response (n) of a subject was different from a previous response (n -1) in either color or shape.
Percentage of overswitching was defined as the ratio between the number of switching responses and the total number of trials performed. Overswitching was computed also as the ratio in percentage of the number of switching responses after positive feedback, to total responses after positive feedback (exclusive of the first response at the beginning of each trial set).
Criterion-based overswitching represented the number of switching responses the subject carried out at the beginning of each set after a criterion change, divided by the total number of sets (15), expressed as a percentage.
LI measures. Association learning rate was defined as the number of sets required for the subject to associate the sound with a change of set and respond by changing the sorting criterion. In addition, we asked the subject to indicate by pressing the space bar whenever he or she expected a change of set. The latter measure indicates an explicit association of the sound with a change of set, while the first is ambiguous in this respect.
The ratio of the delay in reaction time (delay time ratio [DTR] ) was computed as a measure of the delay in reaction time (RT) following the sound that indicated a change of set. The assumption was that processing the sound when it was perceived as relevant would result in a longer RT compared to the average RT in the preceding responses. To calculate this effect, we had to consider the wide, and often task unrelated, changes of RT of the schizophrenia population. This implied that only two successive responses entered the calculation, the new RT after the sound signal (RTb) and the RT in the preceding response (RTa). The DTR was calculated as DTR = RTb/[(RTa + RTb)/2] = 2RTb/(RTa + RTb).
Results
Statistical Analysis. The six subject groups were organized in a three-by-two design (three subject groups [positive schizophrenia, negative schizophrenia, normal controls] by two procedures [PE, NPE] ). On each dependent variable, a variance analysis was performed according to the general linear procedure for an unbalanced model (SPSS version 9.0). When a significant difference was found between means of the main factor, a pairwise multiple comparison for fixed between-subjects factors was performed to identify which mean difference was significant.
CAT Findings.
The results are presented according to the test measures, as defined in the Methods section: overswitching, LI, and general ability.
Overswitching. The subjects' overswitching percentage is presented for each group by test procedure in table 3. A significant difference was found among the groups (F = 5.5; df= 2,65; p < 0.001). The positive schizophrenia group showed a higher mean overswitching percent (30.6%) than both the negative schizophrenia (24.8%) and the normal control groups (27.9%). A group-procedure interaction was also found (F = 5.0; df = 2,65; p < 0.01). The positive schizophrenia group accounted for the interaction effect; it appears that positive subjects who were not preexposed to the random sound (POS NPE) performed more overswitching responses than positive subjects who were exposed to the random sound (POS PE). The difference between the groups was significant at/? < 0.05.
Criterion-based overswitching represents the number of switching responses the subject carried out at the beginning of each set after a criterion change, divided by the total number of sets (15), expressed as a percentage. The mean criterion-based overswitching for group by procedure is presented in table 4.
Significant between-group differences were found (F = 17.7; df-2,65; p < 0.001). The mean score was higher among the positive schizophrenia patients (51.9%) and very low among the negative schizophrenia patients (22.8%) and normal controls (29.5%). The difference in means between the positive and control groups was significant at p< 0.001.
Overswitching after positive feedback represents the ratio between the number of switching responses the subject carried out after an instance of positive feedback, and the total number of times the subject received positive feedback, expressed as a percentage. The mean score on this measure (for groups) is presented in table 5. Overall, there was no significant difference among the groups on this measure (F = 2.4; df-2,65; p < 0.09). This absence originated in the similarity between the positive and negative schizophrenia groups. The difference in means between the positive and control groups was significant dXp < 0.03.
LI. The association learning rate is shown for each group in figure 2. The NPE subjects showed faster rates Note.-NPE = non-preexposed; PE = preexposed; per50 = percentile 50; SEM = standard error of the mean. 5.6
Note.-NPE = non-preexposed; PE = preexposed; per50 = percentile 50; SEM = standard error of the mean.
than the PE subjects. Thus, a 2-way analysis of variance (ANOVA) showed a significant effect of preexposure (F = 27.1; df = 1,65; p < 0.001). A main effect was also seen for nosological category (F = 43.4; df = 2,65; p < 0.001): positive schizophrenia patients learned relatively fast, normal controls learned more slowly, and negative schizophrenia patients were the slowest by far. The DTR is shown for each group in figure 3 . A significant difference was found among the subject groups (F = 6.7; df-2,65; p < 0.001). In all groups, the delay in RT was significantly longer in the NPE subjects than in the PE subjects (F = 5.7; df= 1,65; p < 0.02).
The two LI measures showed a significant negative linear correlation (r = -0.624; p < 0.001). In addition, in the patient population, the association learning rate was in marked negative correlation with overswitching after criterion (r = -0.762; p < 0.001). This implies that those patients who showed the highest scores of overswitching after criterion did not show LI.
General ability. In the CAT, three variables reflect the subject's learning ability: the number of trials needed to complete the first category, the number of categories completed, and the percentage of conceptual-level responses. Subjects' performance on these is shown in table 6. ANOVA for the first measure gave the value of F = 8.1 (df= 2,65; p < 0.001). For the second measure, ANOVA yielded F = 5.7 (df= 2,65; p < 0.001), and for the third measure F = 8.3 (df= 2,65; p < 0.001). Post hoc analysis on these measures gave the same picture for all three (atp < 0.01): the performance of the normal control group was significantly better than that of the negative schizophrenia group but not better than that of the positive schizophrenia group.
Discussion
Attention deficits and their relation to other cognitive impairments in schizophrenia have long interested researchers of different disciplines. The present study investigated the extent and covariation of two cognitive processes that may contribute to the attentional deficit in schizophrenia: overswitching and LI. The ability to evaluate these should contribute to understanding the relationship among the behavioral symptoms of schizophrenia, as well as to clinically differentiating among subtypes.
Overswitching was defined here by three separate measures, two of which (overswitching percentage and overswitching after criterion) showed the same patterns: positive schizophrenia had the highest rates of overswitching and negative schizophrenia the lowest, but there was no significant difference between the latter and the normal controls (table 3) . The third measure, namely overswitching after positive feedback, showed the same tendency, giving a significant difference between the positive and control groups but not compared to the negative group (table 5) . This suggests that the baseline level of overswitching is highest in the positive schizophrenia patients when a switching response is required (and signaled by a sound). At this point, the positive schizophrenia patients overrespond in a dramatic manner, while the negative schizophrenia patients, like the control group, do not. As a result, the gap between the groups' overswitching scores increases markedly. As far as we are aware, this is the first study that shows so clearly the association between the tendencies to overswitch and to overrespond in positive schizophrenia. We note that these same mechanisms may underlie other positive symptoms such as hallucinations. According to Hemsley (1987) and Frith (Frith and Done 1989) , hallucinations might result from perceptual attention to random details in the environment, perhaps in addition to hallucinatory emotional experiences.
Switching is a normal phenomenon of searching behavior. Similar to other normal behaviors, switching appears as a symptom of excessive behavior in the positive patient and as reduced behavior in the negative patient. Stereotypic as well as searching behaviors were found to be dependent on the release of dopamine in the caudate putamen (Iversen 1977) , while responsiveness appears to be modulated by the septo-hippocampal sys- tern, which is probably involved in checking whether the actual motor response is congruent with the expected response (Gray et al. 1991) . Dysfunction of these systems appears to be implicated in the behavior of positive patients, whose patterns resemble those seen with amphetamine stimulation and high dopaminergic levels (Lyon et al. 1986) . The patient population, especially positive schizophrenia patients, but not the normal controls, also showed the tendency for increased overswitching in the NPE condition and vice versa, decreased overswitching with preexposure, in the PE condition (tables 3-5). This interaction clearly pertains to LI and anticipates, as well as strengthens, the results in the LI measures, where all groups showed preexposure effects. Indeed, in all groups, the extent of LI (seen in the NPE-PE differences in figures 2 and 3) was similar, and only the subjects' switching distinguished among them. As in the overswitching data, here the positive schizophrenia patients showed the greatest responsiveness to the sound, reflected in faster learning scores. Likewise, negative schizophrenia patients showed the least responsiveness, reflected in slower learning scores (figure 2). As suggested by others, the slow association learning of negative schizophrenia patients probably reflects their slower learning rates in general, as reflected in the general ability measures (table 6) .
Our LI findings in positive schizophrenia contrast with some previous findings, obtained with acute schizophrenia patients during the first week of the schizophrenia episode, where LI was weak or absent (Baruch et al. 1988; Gray et al. 1992 Gray et al. , 1995 Rascle et al. 2001) . Gray et al. (1995) found a relationship between the duration of the disorder and LI. They compared unmedicated schizophrenia patients to healthy subjects. Patients with less than 12 months of illness duration presented relatively absent LI, while patients with a disease duration longer than 12 months presented complete LI. The researchers speculate that LI may be sensitive to a psychopharmacological factor that appears at the initial stages of the disease, such as a rapid dopaminergic increase in the mesolimbic system. By contrast, there are studies demonstrating normal LI in acute unmedicated schizophrenia patients (Williams et al. 1988; Swerdlow et al. 1996) . Williams et al. (1988) compared medicated with unmedicated schizophrenia patients during the first 2 weeks of their hospitalization. The results showed that LI was absent in patients receiving treatment but clearly present in unmedicated patients. They concluded that the LI deficit observed in their acute patients was related to the antipsychotic treatment rather than to the disease itself. Similar results were obtained by Swerdlow et al. (1996) with regard to acute patients who were hospitalized for more than 12 months. It may be that different LI procedures tap slightly different processes, some of which are impaired in positive schizophrenia, despite the basic preservation of LI. With regard to positive schizophrenia, the main pattern seen here that requires an explanation is the combination of overswitching and variable LI. It may prove instructive, in this respect, that patients showing high overswitching scores also showed impaired LI. Spontaneous switching, perhaps, does not in itself impair LI, while externally triggered switching may be reflected in both overswitching and impaired LI. It is consistent with our results that overresponsiveness is specific to sound stimuli and is related to the disinhibition of the auditory cortex by the dopaminergic frontal dysfunction, as suggested by Frith (1995) . If this is the case, then visual LI should remain intact even in high-responsiveness patients.
Spontaneous overswitching may impair other aspects of attention, such as the ability to persist with a task over time or the ability to maintain the thematic continuity of speech and association of thought. These symptoms may be related to the disinhibition of right hemisphere activations that seem to be involved here (Maher et al. 1998; Manschreck et al. 2000) . Here, as elsewhere, negative schizophrenia patients were found to be slow learners in addition to their high level of overswitching, low responsiveness, and normal LI. This probably validates the measured variables and, with them, the methodology of the CAT as a whole.
Appendix. CAT Instructions Screen 1: "In front of you there is a screen divided into four squares. Each square has a number. In each square there is a picture. Press Enter. . . ." Screen 2: "The computer selects form or color as the correct answer. A form can be a rectangle, a trapeze, a hexagon, or a rhombus, or a color which can be blue, green, red, or purple. Press Enter. . . ." Screen 3: "Each of the squares on the screen has a key on the keyboard that is marked with the same number. Press Enter. . . ." Screen 4: "For example, for the current display on the screen, the correct answer is the square number 2. You will have to press key 2, corresponding to square 2. Press Enter. . . ." Screen 5: "Each time you respond you will be able to know if you discovered the correct answer, according to the monitor in the center of the screen. Press Enter. . . ." Screen 6: "If the form or the color that you chose matches the answer the computer chose, the monitor at the center of the screen will increase its number by one and will also blink. Press key 2 and observe the monitor." Screen 7: "Pay attention to the monitor. It blinked and increased its number by 1. Press Enter. . . ." Screen 8: "If you chose an answer (form or color) that is different than the one the computer chose, the monitor at the center of the screen will not increase its number and will not blink. For example: Press now on key 4." Screen 9: "The monitor did not blink and it remained on the number 1. Press Enter. . . ." Screen 10: "After each key press, the screen will change and four pictures will be displayed again. The colors and forms in the pictures will be displayed in random order. You are asked to continue and find the answer Screen 12: "Pay attention to the monitor. It blinked and that the computer chose. Press Enter. . . ." increased its number by 1. Press Enter. .. ."
Screen 11: "If the form or color that you chose matches Screen 13: "If you think that the computer chose a new the answer the computer chose, the monitor at the center answer, press the space bar and then continue to search of the screen will increase its number by 1 and will also for the answer that the computer chose. Begin working, blink. Press key 4 and observe the monitor." Press Enter. . . ."
